INTRODUCTION
A refractory anuric preterm infant poses an ethical challenge for the attending doctors as well as for the parents. Peritoneal dialysis (PD) is generally considered the optimal dialy sis modality for neonates because it is a simple procedure and can be initiated in hemodynamically unstable patients. Despite some complications associated with PD, it can be life-saving in emergency situations such as metabolic acidosis, hyperkalemia, and fluid overload. PD can be considered renal supportive therapy (RST) in infants with acute kidney injury (AKI) not responding to diuretics.
However, the decision to offer PD to low birth weight infants is difficult because of numerous problems including lack of availability of appropriately sized dialysis catheters, proper PD prescription, technical issues related to catheter placement, and individual physician practice. Although there is a number of literatures describing successful PD in preterm infants in other countries [1] [2] [3] , and one article including several reports of successful PD in extremely low birth weight (ELBW) infants in Korea 4) , but theses provide limited information about a practical PD prescription. Here, we report a case of an ELBW infant with AKI not responding to diuretics and successfully treated with PD for 12 days. The initial PD cycle for our ELBW infant included 10 mL volume (10 mL/kg/per exchange) inflow for 10 minutes and dwell time for 30 minutes, followed by drain time for 20 minutes.
It is important to balance the dwell time and dialysate volume to optimize the ultrafiltration and blood purification of solute.
There is no consensus on the dialysis prescription for low weight infants, but an initial empiric dwell time of 1 hour is often used in infants, although consideration has to be made for clearance of larger molecules that would be favored by longer dwells 12) . Longer dwell time favors higher creatinine and phosphate clearance, but can cause ineffective ultrafiltration and dialysate reabsorption because of the loss of glucose related osmotic gradient. Shorter dwell time favors urea purification and facilitates ultrafiltration of water. However, too short time with low dwell volume can cause low creatinine clearance and decreased solute purification 13) .
Dialysate volume for an infant should be based on weight or body surface area and determined by patient tolerance. PD dialysis can be initiated at a volume of 10 mL/kg, and can be increased up to 30-40 mL/kg as tolerated 14) . Large dialysate volume improves creatinine clearance and enhances ultrafiltration of water due to increased hydrostatic pressure. However, too large dwell volume decreases ultrafiltration because of enhanced lymphatic uptake and increases the risk of respiratory compromise, leakage, hernias, and gastro-esophageal reflux 15) . In contrast, overly small dialysate volume can cause impaired ultrafiltration. It is also possible to achieve enhanced ultrafiltration in anuric patients with a higher glucose concentration dialysis solution.
Depending on individual patient needs, PD prescription can be modified based upon residual kidney function, clinical target, and peritoneal membrane function, which can be determined to meconium 20 days after discontinuing PD. His condition is regularly monitored by a pediatric neonatologist in the outpatient clinic.
DISCUSSION
To our knowledge, there have been several reports of successful PD in preterm infants, but it is difficult to find literature offering detailed information about optimal PD in ELBW infants.
We would like to share our experience of an ELBW infant with AKI in Korea, who was successfully treated with PD by using an improvised catheter for 12 days. The use of PD in ELBW infants is technically feasible and has a theoretical advantage in the premature neonate because of the large peritoneal surface area to body ratio that provides improved dialysis efficiency 5) .
However, in small infants, high rates of PD-related complications occur because of small body size. Limited available literature describing the use of PD in ELBW infants reports high rates of technical complications (25-60%) and mortality (>50%) [6] [7] [8] . Reported complications in infants include peritonitis, exit site infections, leakage around the exit site, catheter obstruction requiring revision, catheter removal, occlusion, hyperglycemia, abdominal wall hernias, and bowel perforation because of erosion from the dialysis catheter tip 7, 9) . Our infant had one episode of catheter obstruction and minor leakage around the exit site, without any acute infectious complications. At first, the poor drainage was managed by flushing with saline, but this was not successful; the 6-F all silicone Foley catheter was removed and an 8-F feeding tube was inserted. Minor exit site leakage was managed with povidone or chlorhexidine care, and the patient showed no sign of skin infection. Sojo et al. 10) have shown that 
